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“If One Member Suffer ae 


By FRANCIS W. McPEEK 


Christians must believe in, and practice, the doctrines of per- 
sonal health. The body, says St. Paul, is the temple of God. tor 
Calvinist minds this Pauline affirmation has always stood for a 
very practical rule of living—‘sobriety, righteousness, and 
Godliness.’”’ Those churches rising out of the Calvinist tradition 
have everywhere stressed the stewardship of body and mind. 
By moderate living, by intellectual discipline, and by a firm 
faith in Christ, they have held that man is enabled best to do 
the will of God. Wastefulness of strength, time, talents, and 
property are all equally abjured. 


An Apostle of Good Health 

Thus, on the one hand, most Protestants have had scant pa- 
tience with those who violated the common sense tules of 
healthful living, or with those who made sickness their voca- 
tion. Prudence and self-reliance have been set high among chat- 
acter values. To be healthfully born and reared is a right of 
childhood; to be industrious and well is the prime happiness of 
adulthood. The further words of St. Paul are taken at tull 
meaning: “I beseech you therefore, brethren, by the mercies of 
God, that ye present your bodies a living sacrifice, holy, accept- 
able unto God, which is your reasonable setvice.” 


“Look You After Nobody?” 

On the other hand, the ill health and misfortunes of others 
have never been treated coldly. When the stronger and abler 
of the Pilgrim Fathers began to entertain thoughts of seeking 
their own advantage, Robert Cushman gave them a sufficiently 
frank rebuke: 

May you live as retired hermits, and look after nobody? Nay, 
you must seek still the wealth of one another, and inquire, as 


David, How liveth such a man? How is he clad? How is he 
fed? .. . He is as good a man as I, and we are bound each to 


Francis W. McPeek is director of the Department of Social Welfare of the 
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the other; so that his wants must be my wants, his sorrows my 
sorrows, his sickness my sickness, and his welfare my welfare; for 
I am as he is. And such sweet sympathy were excellent, comfort- 
able, yea heavenly, and is the only maker and conserver of 
churches and commonwealths; and where this is wanting, ruin 
comes quickly. 

True in 1621, true today. Sickness and want in any part of 
the body politic mean eventual sickness and want in any other. 
Health, like disease, is communicable. “And whether one mem- 
ber suffer, all the members suffer with it; or one membet be 
honored, all the members rejoice with it.” 

To be, and to keep, healthy is still part of the duty man owes 
to God and to fellowman. To seek the health and well being 
of all men is still part of the highest Christian ethic. 


Who Favors Public Health Insurance? 

Let us come to the business at hand: Is public health insur- 
ance a good thing or not? Would it improve the nation’s 
health? Would it help to eliminate the ghastly waste of human 
life and happiness that anyone may observe, and figures prove, 
in the United States today? 

The American Federation of Labor, the Congress of Indus- 
trial Organizations, the Physicians Forum, and many other 
groups answer in the affirmative. 

“We hold,” said the Executive Committee of the Federal 
Council of Churches on January 9, 1945, “that sickness and ac- 
cidents cause social losses which can best be paid by a sound 
plan of public insurance. We believe that health and disability 
insurance can be provided on a democratic basis with full con- 
sideration for the rights of doctors and private hospitals.” 

Using almost the same words the Council for Social Action 
in the Spring of 1944 placed its stamp of approval on the pub- 
lic health insurance plan in principle, and then added, “We 
recommend that the General Council, through official action, 
Support the principles of the Wagner-Murray-Dingell Bill.” 


Who Opposes Public Health Insurance? 
Spokesmen for pharmaceutical associations and insurance 
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companies, editorialists for some national magazines and news- 
papers, the House of Delegates of the American Medical Asso- 
ciation and its special committee, the National Physicians Com- 
mittee for the Extension of Medical Care, answer otherwise. 

Says J. B. Pettengill in a statement circulated by the Commit- 
tee for Constitutional Government: 

We insist that what is, in fact, charity be left to the fullest 
possible extent in non-governmental hands. Instead of so heavily 
taxing the abler members of our society that they cannot contribute 
and support, as heretofore, churches, colleges, hospitals, we would 
foster and widen such private support by extending the privilege 
of tax exemption for philanthropic gifts. . . . With complete 
control of health moneys, politicians will dominate the medical 
profession and hospitals. Waste and graft will creep in and the 
medical service deteriorate. 

“We all know,” comments John G. Searle, past president of 
the American Drug Manufacturers Association, “that such a 
solution is ridiculous. . . . If Government controlled, it would 
be operated on the same inefficient, expensive, top-heavy, unpro- 
ductive and unsympathetic basis that is the habit of all recent 
Government functions without regard to individual initiative 
or individual! confidence.” 

The National Physicians Committee, in a pamphlet written 
by John M. Pratt and distributed in millions of copies, states: 

Doctors can demand a continuation of the practice of medicine 
under the Christian concept of the sanctity of human personal- 
ity—The American Way—with continuing progress in the science 
and art of medical practice; or . . . they can refuse to be concerned 
and ... the result will be the sacrifice of their medical heritage 
—becoming mere pawns of politicians—the forfeiture of self- 
respect and inevitable deterioration. 


“Calamity Howlers” and the Four Freedoms 
Headed by the eminent Ernst P. Boas, the Physicians Forum 


skeptically views such statements. 

The calamity howlers who shriek political medicine, socialistic 
medicine, even dare invoke our Four Freedoms. One little leaflet 
handed out all over the country warns the people that in seeking 
‘freedom from want’ through the Wagner-Murray-Dingell bill “it 
may well develop that you will have to confer with your ward polit: 
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ical leader about the choice of a doctor or a hospital in the event of 
illness.” That's not true! It is completely false. Under this bill you 
will not have to get health treatment from a government agency of 
confer with a politician. You will choose your own doctor and your 
insurance will pay your doctor bills. This bill is a real step toward 
the Four Freedoms. . 
The puzzled Christian layman may well wonder who's right, 


or even, who's more tight. 


The Distressing Facts 
Here are some of the distressing facts about America’s health. 
- Selective Service physicians have been laying out their stark 
and unassailable evidence: 43 out of every 100 city dwellers, 
53 out of every 100 rural persons, are unacceptable to the 
armed services. As a grim foot-note to other surveys of medical 
care and facilities, it is observed that these figures are the re- 
verse of the health inventory of World War I. Farm boys had 
the edge then. Rural healthfulness is now an exploded myth. 
A study by the American Medical Association submitted to 
a Senate committee in 1939, recalls Senator Robert F. Wagner, 
conceded: 
that all families with incomes up to $3,000 a year needed a varying 
measure of economic help to meet illness and hospital costs. On 


the basis of the national income at that time, this included 90 


per cent of the population, and fully 75 per cent of those above 
the relief level. 


This problem strikes home in the experience of most American 
families. The common sense way to meet it is to help the work- 
ing population pay-as-it-earns for all needed medical and hospital 
care, under a national plan geared to private medical practice and 
combined with needed preventive and public health services.* 


The Public Knows There’s Something Wrong 

That the problem does strike home in “the experience of most 
American families” is borne out by more than one survey of 
public attitudes. Thus, the National Opinion Research Center 
of the University of Denver discovered not so long ago that: 


*See Article IV in series of articles 


: by Senator Wa ner, reprinted in the 
Congressional Record, November 3, 1943. ? 8 Be 


—U.S. Public Health Service 


In the above picture Negro mothers wait to have their babies 
examined by a clinic doctor at the baby clinic, Southwest Health 
Center, Washington, D. C. The public clearly wants an extension 
of such public health work among lower income groups. 


A trend that is equally significant because it reflects what great 
numbers of the doctors themselves are thinking about “federal medi- 
cine,” is shown by the poll of doctors in uniform conducted by an 
American Medical Association committee. The committee asked whether 
they would want to enter government service or private group practice 
after the war. Thirty per cent of the older men, who have now had the 
opportunity to compare practice under the traditional structure with 
group practice for the government, replied they wanted full-time jobs 
in government service, while 53 per cent of doctors of all ages want 
to go into the group form of practice, and 63 per cent of all ages pre- 
ferred practice differing from the traditional form of solo practice on 
a. fee-for-service basis. 

—GERALDINE SARTAIN 


Out of every 100 Americans, 81 think that some people can’t 
afford to see a doctor as often as they should. 

Eighty-two are not satisfied with the medical care now given 
the public. They think something should be done to make it easier 

. for people to get medical care when they need it. 

Sixty-eight said that it would be a good idea for social security 
to provide medical insurance to cover cost of seeing a doctor and 
going to a hospital, and 92 said that they feel it is a good idea 
for some people to have hospital insurance. 


The public apparently realizes—and resents—what health 
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statisticians know. “At birth, life expectancy was greater in 8 
countries than in the United States,” Senator Murray reminds us 
in his series of “Questions and Answers” reprinted in the Con- 
gressional Record. “At age 20, life expectancy in 12 countries 
exceeded that in United States. At age 60, the United States 
was exceeded by at least 9 countries. Most of these are health 
insurance countries. In the United States, inability to pay the 
costs of medical care prevents a good many people from re- 
ceiving the care they need and limits doctors in the kind and 
amount of care they can provide.” 

Noting that health insurance is operative in these countries 
with better longevity records, Senator Wagner politely enquires 
concerning those who call the plan un-American: “Do you sup- 
pose any of them would be interested in the fact that Congress 
in 1798 adopted a marine hospital service for American 
seamen which was among the first compulsory health insur- 
ance systems in the world.”’* 


Examining Slogans 


It is never out of point to define a few terms. “Socialized 
medicine,” ‘the Christian concept of the sanctity of human 
personality,” “state medicine,” “The American Way’’—such are 
the phrases hurled at the Wagner-Murray-Dingell bill by op- 
ponents. 

An American, born and bred on free enquiry, wants to know 
what everything means. In a dispute such as the present one, 
an impartial mind will begin by recognizing the facts of need. 
The 1945 summer issue of The Index, a publication of the 
New York Trust Company, cites the appalling results of Fed- 
eral health surveys and Congressional findings without taking 
umbrage. Thus, to begin with, the essential facts of America’s 
ill health are not disagreed upon. Financial organizations of 


such standing are not in the habit of crediting loosely drawn 
studies or conclusions. 


* See 


Article I by Senator Wagner in the November 3, 1943 Congressional 
Record, ; 
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This same publication calls attention to two alternatives to 
a public insurance plan already advanced by members of the 
medical profession. 

“The first, the group health association, provides for the em- 
ployment of a certain number of doctors and then resells their 
services to the public on a prepayment basis. Under this arrange- 
ment, known as the ‘vendor system,’ the doctor actually works 
for a corporation and the patient buys a product that corpora- 
tion sells.” 

Unfortunately, this widely tested plan is rejected in most 
‘medical circles. “The medical profession generally has refused 
to approve of the group health method because the doctor's 
setvices ate sold by a third party, thus destroying the age-old 
personal relationship of physician and patient.” 

So that’s out. 

“A second type of prepayment plan is the voluntary indem- 
nity insurance principle which does not sell the doctor's services 
but furnishes the patient funds with which he can pay his medi- 
cal bills. This plan enables the patient to go as usual to his own 
personal physician but the bill is sent to the office of the in- 
demnity organization. . . . Amounts in excess of the sum 
charged by the physician are paid by the patient.” 

Very low income people, under this plan, pay only a “speci- 
fied fee,” and no more. This is referred to as a service contract. 

Further reading in the controversy will disclose no other 
counter-plans to provide America with adequate medical care 
and physicians with adequate incomes. 


Is Voluntary Insurance Adequate? 

Hence the medical oligarchy must rest its case against com- 
pulsory health insurance upon the assumption that all of the 
people will enter voluntarily into the indemnity insurance prin- 
ciple plans. . 

It is almost unnecessaty to add that this is impossible. Al- 
though the American Medical Association fought group hos- 
pitalization plans up to the Supreme Court—losing the case— 
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only 18,000,000 people in the country have been willing or able 
to secure such coverage. Voluntary insurance is useful chiefly 
to people who have the money to afford it, and who are far- 
sighted enough to see the wisdom of prepaying a hospital bed 
for themselves or their families. The ‘share the risk’”’ principle 
is a good one, but it still depends upon income and educational 
level for voluntary acceptance. 

Another seven million citizens take advantage of group 
health and industrial health schemes. Consequently less than 
one-fifth, and presumably our best advantaged wage-earners 
and their families, are covered. 


—Library of Congress 
Grandmother, mother and new-born baby of a sharecropper family 
near Cleveland, Miss. In 1943, 200,000 women in the United States 
gave birth without any medical help. The U.S. Public Health Service 


estimates that 30 to 50 per cent more mothers die in child birth than 
would die if they had good medical care. 
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Parenthetically, it may be recalled that each of these plans, 
upon presentation, was attacked with virtually the same epithets 
—‘socialized medicine,” ““Communistic,’’ and so on. 

Let us look at the slogans today. 

The words ‘state medicine’ mean the direct and exclusive 
employment of physicians, and operation of medical institu- 
tions, by political jurisdictions. Examples of state medicine are 
presently to be seen in the United States Public Health Service, 
atmy and navy medical corps, municipal health departments, 
state health services, including care for the mentally ill. To 
assert that these services do not represent ‘““The American Way” 
is stupid; and to assert that the personnel have no respect for 
the “Christian concept of the sanctity of human personality” is 
a vicious lie. The fact is that physicians, nurses, and others who 
enlist in these services deprive themselves of a gambling chance 
for rich financial rewards. They choose a career for a service 
motive more surely than do many private physicians who head 
for the big cities and blue-sky fees. 

The term “socialized medicine” means precisely nothing. A 
Webster definition of “socialize” is “to adapt to social needs 
‘or uses.” Compulsory health insurance would make medical 
services more generally available than they are today. Only in 
this sense does the phrase “socialized medicine’ have any mean- 
ing. 

The chant, “the American way,” is susceptible of any inter-, 
pretation that anyone wants to read into it. If it means democ- 
racy—as most of us hope it does—then that can be defined as a 
“government directed by the people collectively.” Any method 
the people choose of accomplishing a mutually beneficial end 
is consequently democratic and representative of ‘the American 
way.” So far as compulsory health insurance is concerned, every 
wage earner has to pay his apportioned amount. This is to guar- 
antee his right to adequate medical service; and also to guar- 
antee that others do not have to pay his doctor's bills. Fair for 
one, fair for all. 

The specious argument that “the selling of the doctot’s 
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services by a third party” will progressively bring about a de- 
terioration of medical practice, can be disposed of promptly 
by anyone who knows good physicians. They will do their 
best regardless of who pays them, regardless of whether they 
are employed by a mining corporation, an insurance company, 
or by people living in a rural area. In point of fact, the knowl- 
edge that their incomes are assured would give many physicians 
the first opportunity they have ever had for the objectivity 
essential to a completely honest practice of medicine. The fur- 
ther provisions of the Wagner-Murray-Dingell bill would as- 
sure them opportunities for continuing professional study and 
of better tools to do their job. 


“Politics’—A Real Issue 


Nevertheless, there is a real issue at stake. Whenever tax 
funds are introduced into the picture, the possibility of im- 
proper use appears also. Politicians might find some way of 
petverting the practice of medicine; inefficient physicians might 
be able to hold their jobs. 

The legislative safeguards ought therefore to be carefully 
studied by persons who have such fears. There ought also to be © 
reflection on real analogies. 

Schools are supported out of tax-funds. Compared with pri- 
vate schools of the past, what has been their success in getting 
the job done? Toll roads have been supplanted by public roads. 
Has there been real improvement in transportation? Care of 
the blind, the aged, the crippled, the handicapped veteran— 
all of these have been removed from the category of uncertain 
private philanthropy and brought under the steady, sure bene- 
fits of tax-paid services. Have the abuses outweighed the gains? 

It must appear that tax-funds have always been wisely—or 
unwisely—expended, in accordance with the degree of active, 
democratic, citizens’ concern. Similarly, it will be true of tax- 
paid health insurance. 

_ The likelihood now is that the practice of medicine will be 
improved in quality, as it will certainly be improved in quantity, 
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if a compulsory public health insurance plan is adopted. People 
who have paid for something may be depended upon to de- 
mand its satisfactory delivery. 
A Personal Choice 

Health is not the peculiar and distinctive concern of physi- 
cians. It is the concern of all. The health and efficiency of any- 
one of us is directly and intimately related to the rest of us. 
There is no possibility of confidence in personal health until 
there is confidence in public health. This cannot come until 
medicine is shifted from the remedial to the preventive level, 
from the pay-when-you-are-sick to the pay-when-you-are-well 
basis. Only the body politic can enforce such a shift. Only per- 
sons who know that “ruin comes quickly” will take leadership 
in this matter. 

As one Christian to another I suggest support of the com- 
pulsory health insurance plan as outlined in the Wagner-Mur- 
ray-Dingell bill. 


The Charity Tradition in Medicine 


By ALLAN M. BUTLER 


The medical profession may well be proud of the tradition 
that has resulted in it alone of all the professions rendering 
service without remuneration. Even the priest or minister re- 
ceives remuneration from the public through the church for 
the charity service he renders. So unhesitatingly has the tradi- 
tion in medicine been supported by physicians and laymen that 
its increasing cost, its inconsistencies and the impediments it 
imposes on improving medical care are often overlooked. 
Charity medicine, however, has now attained such importance 
in our national economy and health that the tradition deserves 


pediatrics in Harvard University, 


_ Butler is an associate professor of i 
De hist absceatdie - Massachusetts General Hospital 


and chief of Children’s Medical Service at the 
in Boston. 
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consideration. Doing so need not connote a lack of appreciation 
of its accomplishments or of the idealism which it reflects. 

As medicine has become more effective and the ultimate bur- 
den of illness to society has diminished, the cash costs of medi- 
cal care have increased. As society has become more industrial- 
ized and individuals have become more dependent upon wages, 
illness has meant with increasing frequency not only increasing 
costs but also loss of wages. Thus the inability of the sick 
to meet the costs of illness has increased. Families with incomes 
of $3,000 per year are reported by the American Medical Asso- 
ciation to be unable to meet the costs of serious illness. Hos- 
pitals in large cities admit individuals as charity patients whose 
family income is $2,500 per year. Physicians, therefore, today 
provide free service to many persons whose incomes are more 
than double the income of the average resident of the United 
States. 

Viewed from another aspect, our hospitals of chronic disease 
are used by individuals who, as regards character and productive 
abilities before affliction, represent a cross-section of the com- 
munity. Chronic illness has deprived them of their earning 
capacity and subjected them to the expenses of modern medical 
care. Therefore, rich and poor alike are rendered unable to 
meet the continued costs of such illness. You or I regardless 
of our present earning capacity may, except by the grace of 
God, be the chronic invalid of tomorrow who will be a charity 
patient in a public institution. Thus, the charity tradition in 
medicine has extended far beyond its original concept. It now 
approximates a billion dollar business that affects a large por- 
tion of society. One may well ask: How fairly is the burden 
of this charity business dispersed? How adequately is it fi- 
nanced? How efficiently is it operated ? 

Inequitable Distribution of Burden 

There is no doubt that the medical profession carries a great 
share of the burden. But the degree to which this burden is 
distributed among doctors and the indirect recompense they 
receive for charity work are seldom considered in a business- 
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like manner. The physician charges his private patients an aibi- 
trary amount, according to a rough estimate of their ability to 
pay, which will be adequate to compensate for the service giver 
those who cannot or do not pay. This custom accepts as satis- 
factory the meagre information upon which the arbitrary pro- 
fessional fees are based. It ignores the totally inadequate means 
of distributing the amounts collected among physicians accord- 
ing to the actual charity services they render. Not infrequently 
the physician whose fees are highest contributes the least charity 
service. Too frequently the doctor whose patients can pay but 
small fees serves many without remuneration. Custom also re- 
sults in the physician giving medical care to the hospital’s 
charity patients without remuneration in return for the pres- 
tige and experience gained and for the privilege of utilizing 
hospital facilities for the care of his private patients. For the 
latter, however, the physician is hardly beholden to the hospital 
because the hospital, if reasonably well managed, makes a 
profit on the private patients which the doctor provides. This 
aspect of the relation of physician to hospital is clarified by 
asking, “What happens to the hospital if the doctor provides no 
patient?” 

Obviously the reasoning back of the current system of indirect 
professional remuneration for charity service 1s not too clear. 
But whatever the rationale, the amount of charity service ren- 
dered by physicians attests their desire to serve the public. It 
also indicates the inability of millions of people to meet the 
costs of illness. 

The Quality of Care 

The charity tradition in medicine particularly affects hospital 
medicine. Hospital medicine, in turn, concerns not only patient 
and physician but also medical student, graduate student and 
medical research. In short, the charity system affects the quality 
of all medical care. 

The almshouse of yesterday has little resemblance to the 
wards of our charity hospitals of today. The charity hospital 
of 45 years ago had lost most of the atmosphere of the pest- 
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house of the Nineteenth Century, though it was still the place 
for care of the sick-poor. Today the charity hospital is the 
medical center of the community which renders diagnostic, 
obstetric, surgical and special therapeutic care to rich and poor 
alike. The larger hospitals with well-organized, salaried staffs 
conduct the investigations by which new procedures are intro- 
duced into medicine and made available to doctors and public 
at large. Their frequent clinics provide a continuing graduate 
education to the physicians of the surrounding community. 
Their staffs and their facilities provide the training of intern 
and resident physicians and medical students. 

Great as these charity services and high as the standards are, 
they are but a fraction of what they might be. Indeed, there are 
those who feel that the persistence of the charity tradition is 
one of the principal impediments to a better quality of medi- 
cine. What is the evidence? 

It has already been intimated that the charity tradition is the 
principal cause of the arbitrary character of professional 
charges. Can it be said with fairness that the tradition has been 
intimately related to present inadequate financing of profes- 
sional and hospital service and to underpayment of laboratory 
and other hospital personnel? And is it a primary factor in the 
lack of integration of our hospital medical care and student 
training ? 

Continuity in Care of Charity Patients 

With the exception of a few major teaching hospitals or 
private clinics the service of doctors to hospital ward patients 
lacks continuity. In the average hospital the practitioners of 
the community care for the charity patients on a monthly rota- 
tion basis, serving pethaps for one or two months per year. 
One visiting physician may do the diagnostic work-up of a case 
and start a well-planned therapeutic program. His successor 
may disregard or discard it. Or, even if the planned therapy is 
continued, the doctor rarely will have the opportunity to follow 
the therapeutic result intimately enough to provide maximal 
benefit to himself or ‘patient. Even if the patient returns to the 
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out-patient department for follow-up, the chances are that he 
will be seen by a doctor other than the one who cared for him 
as a ward patient. 

In the larger teaching hospitals the salaried staff, who work 
continuously at the hospital, may provide more continuity for 
ward care. But even in such hospitals there is the lack of integra- 
tion between out-patient and ward care. And here too the con- 
tinued rotation or promotion of interns and residents through 
the various divisions of the hospital limits the continuity of the 
care they render. 

Because physicians in the out-patient department provide 
their services on a voluntary basis for one to two-and-a-half 
hours once or twice a week, continuity of service for the patient 
that needs care more than once or twice a week is almost im- 
possible. If the examining physician wishes a consultation, he 
frequently cannot see the patient with the consultant because 
the consultant holds his out-patient clinic on another day. 

Thus, to no little degree, the charity aspect of hospital care 
limits the quality of such service, even though this may be good 
as compared to the average obtained from the private practi- 
tioner. 

Restriction of Hospital Care 

Moreover, the charity tradition is an important factor in re- 
stricting hospital group practice to the ward and out-patient. 
Quite rightly the physician feels he is contributing enough char- 
ity service at the hospital. He, therefore, resents the extension 
of hospital service to the home lest it lead to one of two conse- 
quences, equally undesirable for him: (1) that he be asked to 
see the patient at home who cannot afford to pay; or (2) that 
the hospital through its resident staff provide home care to the 

atient who might otherwise pay a physician. 

“Could there not be as clear a distinction between the paying 
and non-paying patient at home as in the hospital? Such a 
distinction would permit an extension of hospital services to 
include home care of the non-paying patient. It would relieve 
the practicing doctor of the burden of home care of the non- 
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paying patient without infringing upon his paying practice. 
Provision of home care by the hospital service would prevent 
not only unnecessary entry to hospitals but also undesirable pro- 
longation of hospitalization. This would favor economy. Sec- 
ond, it would improve medical education by providing a back- 
ground from which the student would appreciate the social im- 
plications of disease. 


Limitations to Medical Education 

The medical student during his four years at medical school 
and the intern and resident during an additional two to four 
years of hospital training rarely come in contact with a patient 
in his normal environment. Their thoughts about sick patients 
develop in the environment of hospital beds, operating rooms, 
laboratories and crowded out-patient clinics. Under these cir- 
cumstances, it is difficult for the young physician to appreciate 
the stresses and strains in the daily life of his patient—finances, 
mother-in-law trouble, or mentally retarded child. He forgets 
the effect of the patient’s illness on his life and of his environ- 
ment on his illness. Thus, the students’ teaching tends to be 
limited to a therapy prescribed by medical science under the 
conditions pertaining in the hospital environment. These same 
limitations as regards personal and social implications apply 
equally to nursing education. 

Our students and teachers must be brought in contact with 
the patient's natural environment. The information such con- 
tact provides should be utilized and appraised as thoroughly as 
the data provided by the hospital laboratories. The solution of 
this problem of medical education is the extension of medical 


care from the hospital ward and out-patient service to the pa- 
tient in his home. 


Limitations to Doctors Entering Profession 

The cost of medical education is also to some extent related 
to the charity tradition. As already mentioned, after his high 
school education, three or four years of college and four years 
of medical school, the young doctor spends two to four years 
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practicing his profession in a hospital. During this period he 
contributes from 12 to 18 hours a day of service to his patients. 
On the basis that the experience he thus obtains has a value 
which approximates that of the service he renders, he receives 
little or nothing during the first two hospital years. For the 
second year’s work he may receive $500, and possibly $1,000 
per year for the third and fourth years of hospital service. The 
students who can finance these many unremunerative years of 
medical education are not necessarily the best students or doc- 
tors. The system which provides such meagre recompense, 
therefore, limits the selection of our doctors. This undesirable 
limitation could be lessened if house-officer physicians were 
paid according to the value of the services they render. Surely 
the acquisition of valuable knowledge and experience in the 
early years of practice is not unique to the medical profession. 
Yet the discrepancy between remuneration of the young physi- 
cian and the value of his contribution to society appears not 
only to be unique, but also to be dependent upon the unique 
charity tradition of his profession. 


Proud as we may be of the generosity and idealism stimulated 
by this tradition in the past, one should not permit sentiment to 
obscute the incompatibilities between it and reality in the 
present. Much evidence indicates that the charity tradition not 
only imposes too heavy a burden on the profession, but also 
provides a quality of medicine well below that which might 
readily be attained. The dislocation of medical services by the 
war, the inevitable relocation of many medical veterans and 
the current discussion of a National Health Program make con- 
sideration of possible revisions of the economic aspects of our 
system of medical care particularly opportune. 


Reducing the Burden by Insurance 

At long last the public and the medical profession have come 
to realize that those who are unfortunate enough to suffer ill- 
ness cannot be expected to pay the costs of modern medical 
care at the time when illness has decreased their income and 
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increased their expenses. They appreciate that the liability is 
too extensive to be assigned to charity. They also see that post- 
payment bank loan schemes of meeting the costs of illness 
merely provide more time to pay the costs that have fallen 
heavily on the unfortunate sick. Insurance or tax supported 
services spread the costs to include those who have not suffered 
the financial burden of illness. Thus, schemes involving tax or ~ 
insurance methods of paying medical costs are being generally 
advocated. If wisely devised, there is little doubt that they will 
result in the more adequate financing of our medical care. If 
unwisely devised, there will be little improvement in the finan- 
cial support of better medicine and a wasteful expenditure of 
public funds on poor medical care. 

Among the factors that deserve careful consideration in any 
such schemes are: (1) the establishing of proper administrative 
supervision, and (2) the development of well integrated units 
for providing the medical care. 


The Problem of Administrative Supervision 


Payment of the costs of medical care by a thira party— 
whether government or private agency—requires an adminis- 
trative supervision of the costs and quality of the care provided 
that is not required when the cost is paid for by the recipient. 
When the transaction is between doctor and patient there is a 
check on the amount of service requested by the patient and 
rendered by the doctor. When a third party pays for the service, 
there is no such check. The wide experience of commercial in- 
surance schemes shows that 85 per cent of patients and doctors 
play fair, but that some 15 per cent run up costs that harm the 
schemes financially. The chief technique of unfair doctors is 
to give unnecessary care to increase their earnings rather than 
benefit their patients. Hence a means of supervising the qual- 
ity and quantity of the care given is desirable. This, of course, 
cannot be provided without to some extent infringing upon the 
almost complete independence which the individual practi- 
tioner feels he enjoys today. The desire to maintain this pseudo- 
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independence and to avoid being subjected to supervision is the 
main reason why the medical profession has opposed insurance 
medicine so long. Many physicians and medical associations, 
in a manner reminiscent of the old guilds, are defending this 
independence of the solo practitioner. Thus, as insurance medi- 
cine becomes inevitable, they are advocating forms of insurance 
medicine without supervision. 


Cash Benefits to Patients Impractical 


The first choice of defenders of the guild interest of indi- 
vidual practitioners is that payments under any government 
insurance scheme be made as cash benefits to patients, not as 
payments to doctors for service. This places a certain amount 
of money in the hands of the patient and leaves the doctor free 
to charge what he wishes. Obviously it is little more than a 
public dole under the pretext of medical care. It makes no pro- 
vision for economy in the expenditure of public funds; nor does 
it reflect any concern for the quality of care purchased. This 
method of payment is advocated for governmental schemes and 
has rarely been advocated for any of the several schemes oper- 
ated under the aegis of medical societies. So the impracticability 
of such cash benefits is apparently fully appreciated but merely 
ignored in connection with government insurance medicine. 


The second choice of these champions of the independence 
of individual physicians is that doctors be paid on a fee-for- 
service schedule by the insurance agency and then be free to 
charge an additional fee to the patient. Under this scheme, for 
example, a doctor might be paid $150 by the insurance agency 
for an appendectomy. The doctor then charges the patient an 
additional $100 which nets him perhaps $50 more than his 
regular private fee of $200. Such a scheme ignores the equitable- 
ness of the total cost to society and hardly distributes the cost 
of medical care satisfactorily. Moreover, it provides but little 
check on quality of care, other than that of gross abuse as de- 
tected by the accounting office. 
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The Development of Integrated Medical Services — 

There is the possibility of developing well integrated 
services when charity is eliminated. For example, an insur- 
ance scheme now being organized recognizes the limitations of 
an insurance plan where the service is rendered by individual 
physicians on a fee-for-service basis. This scheme, therefore, 
proposes to provide the medical service through groups of phy- 
sicians organized about hospitals. The success of the plan de- 
pends largely on two things: (1) Will the medical profession 
participate in the organization of such group services to be ad- 
ministered and integrated through executive committees of hos- 
pitals and their staffs? (2) Will the public appreciate and ac- 
cept the medical services of such groups rather than the services 
of individual physicians? The answer to the latter question 
probably will be yes as the public is rapidly learning that medi- 
cine demands knowledge and facilities that cannot be provided 
by an individual physician. The answer to the former will de- 
pend very largely on how extensively these organized groups of 
physicians can be made to include the majority of physicians in 
the area covered by the service. The problem invclves the 
“closed or open” aspect of hospital staffs. It seems clear that 
there will have to be well considered compromise between the 
two extremes of staffs “closed” to but a few doctors and “‘open” 
to all. However, if an adequate control body can be established 
for each hospital group, even teaching hospitals should be able 
to “open” their staffs very appreciably without jeopardizing 
their standards or teaching functions. 

The utilization of such group hospital units under medical 
insurance schemes would provide certain very definite advan- 
tages, without disturbing the “doctor and patient relation” or 
the individual liberty of physician or patient. 

Picture the potentialities of a community medical service pro- 
vided by the integrated staffs and facilities of all the hospitals 
in a region. The program would be financed by insurance pay- 
ments for the employed, government payments for the indigent 
and complementary voluntary contributions, the latter being 
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used primarily to foster advances and improvement in medical 
care. Reasonably sound calculations indicate that physicians’ 
salaries of from $3,000 to $15,000 per year could be provided. 
The intermittent services of ward and out-patient physicians 
would be corrected. The lack of integration between in-patient 
and out-patient and home care would no longer be inevitable. 
The control of the functions of the cooperating physicians by 
the administrative committee would permit an “opening” of 
the staff without jeopardizing standards. This extension of 
hospital staffs under controlled supervision would in itself raise 
the quality of medical care in no little degree. Doctor and pa- 
tient would benefit alike. 

Proposed Bills 

Such a development of group services about hospitals fits in 
with the Hill-Burton Bill for extending and integrating hos- 
pital facilities. Establishment of this type of service under a 
National Health Program, such as proposed by the Wagner- 
Murray-Dingell Bill, would limit many of the dangers inherent 
in governmental participation in the financing of medical care. 
It would maintain control of medical practice at the local level 
through the existing units of medical service that have, under 
the present system, demonstrated their value in both medical 
education and medical practice. 

Should teaching hospitals be properly incorporated into any 
such insurance scheme, they would receive an income for 
services rendered which should cover their cost and thus alter 
their character as charity institutions. Inclusion of house-officer 
services among the professional services to be remunerated 
would result in young interns and residents receiving more ade- 
quate salaries than obtain today and thus reduce the cost 
of medical education. Further elimination of the present finan- 
cial barrier to entering the medical profession might be ac- 
complished by provision of federal loans to needy students on 
a simple business-like basis. The loan would be granted to 
qualified applicants on the basis of repayment by working in 
government hospitals or other medical services. Such a logical 
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stipulation would prevent abuse of the privilege. The govern- 
ment’s risk would be little and benefit would be great. The 
services of these physicians in government institutions would 
improve the quality of their staffs and make their conversion 
to teaching institutions possible. Should this occur, improve- 
ment in the quality of service would follow almost axiomatic- 
ally. Such a financing of medical education would benefit society 
and student alike. 

The adequate financing of research and medical education in 
general deserves, of course, a consideration that will remove 
them from a precarious dependence upon philanthropy. 

Whether the major portion of the funds collected under in- 
surance plans be the result of voluntary association or legisla- 
tion, the responsibility placed upon the administrative agen- 
cies for their wise disbursement should be stressed. An increase 
in the systematic collection of funds for medical needs does 
not in itself assure improvement in the financing of medical 
care. Steps must be taken to see that the teaching function of 
hospitals is not disrupted when the present charity patient is 
replaced by the medically insured person who is the patient of 
a doctor not associated with the hospital teaching staff. 

Let it be appreciated that failure to provide, as insurance 
schemes expand, for the development and utilization of inte- 
grated hospital services as indicated above may result in dis- 
tupting the very medical units from which the past improvement 
in medical care has emanated and upon which future progress 
will depend. Such being the case, it would appear of concern to 
those interested in better medical care, doctors and laymen alike, 
to see that provision for the utilization and development of such 
services is included in any state or national health plan. 

An orderly plan of financing and operating an efficient system 
of providing medical care should neither be damned as im- 
practical nor hailed as the millenium. The resources thus made 
available and the quality of care attained will depend upon a 
preservation of those qualities which have brought our medi- 
cine to its present liigh level. Lessening the occasion for charity 
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and the limitations incident to it should provide a wider, not 
narrower, field for the idealism which has under favorable 
circumstances sustained charity medicine in the past. 


The Way to Dental Health 


By CHARLES L. HYSER 


The public grows more and more determined to have good 
medical and dental care available and to find better ways and 
means of distributing it. Bug-a-boos such as ‘socialization’ and 
“regimentation” originated not in the public but—frankly—in 
those sections of organized medicine and dentistry that fear any 
change in the present system, on the ground that it is likely to 
interfere with the set up in which they earn their living. 


No One Wants Bureaucratic Dental Care 

None of us wishes to see medical and dental practice re- 
duced to a bureaucratic system under which government-paid 
practitioners, at low pay, render a minimum of service. It is 
quite true that in the course of our national history there have 
been forms of civil service in which low standards and mechan- 
ical delivery have been the characteristic features. Those that 
oppose any fundamental change in the present inadequate 
system of providing medical and dental care make the most of 
this fact. They enlarge upon the evils that “government medi- 
cine” will bring in its train—the lowering of scientific stand- 
atds, the loss of personal interest in the patient on the part of 
the practitioner, etc. 

But with the facts of history before us, how much longer will 
the public be misled by this dire vision? The public, after all, 
knows that the raising of the standard of health in this coun- 
try, the lowering of morbidity and mortality rates, has been 
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very largely due to the public health agencies of government— 
i.e., to the United States Public Health Service, to City and 
State Departments of Health, all of which have achieved 
notable success in controlling epidemics, in framing and in en- 
forcing sanitation laws, in pursuing research that has led to the 
control of yellow fever, tuberculosis, rickettsial and virus dis- 
eases. A degree of governmental responsibility is essential if 
high grade dental care is to be available to the whole popula- 
tion. 


Few People Can Afford Good American Dentistry 


It is claimed, and perhaps justly, that American dentistry is 
the finest in the world. American dentistry does, indeed, offer 
the most finely developed and exquisite procedures that have 
been worked out anywhere. The hitch is that this kind of den- 
tistry is available to very few. Few practitioners have achieved 
it (which is another way of pointing to the need of developing 
dental education and dental research). And few of the popula- 
tion can afford dentistry of this kind. I doubt if one per cent of 
the population now secures it. The 99 per cent who now get 
the run-of-the-mill dental care probably receive no better and 
no worse dentistry than is available elsewhere in the world. 


How Get Dental Care Worth Paying For? 


Interest in medicine and dentistry in this country has largely 
centered upon the problems raised by the cost of medical and 
dental cate. Most of the federal and state legislation directed 
toward the health of the nation is primarily concerned with 
working out ways and means by which the patient can pay for 
what he gets. In this conception, the key to health would be the 
ability to pay the bill. It is, of course, of great importance that 
we should work out ways and means of meeting the rising costs 
of good medical and dental care, but this problem is really 
secondary to the problem of achieving a sufficient amount of 
high-grade medical and dental care to meet the needs of the 
whole population. In short, before we set up methods of paying 
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for medical and dental care, it is imperative to plan for medical 
and dental care that is worth paying for. 

Controlling, in the whole situation, is the principle that the 
amount and quality of medical and dental care available to any 
citizen must not be dependent upon his economic status. This 
principle is valid for two reasons. First, it is beyond the power 
of the average individual to pay for complete high-grade medical 
and dental care involving laboratory service, x-ray, consulta- 
tion, and hospitalization. The average individual can no more 
bear the financial burden of all this alone than he can pay 
in toto for his complete elementary, secondary and university 
education. Second, the development of medical and dental 
science has opened so many possibilities in diagnosis, in therapy, 
in understanding the whole background of biology, that the in- 
dividual practitioner can no longer encompass the whole field. 
In other words, the modern practice of scientific medicine and 
dentistry demands a cooperating group, supplementing each 
other’s information and experience, and dividing the whole 
into special fields. This is the chief reason why in both medicine 
and dentistry, group practice offers the only live hope of simul- 
taneously improving the quality of medical and dental care and 
improving its distribution. 


Group Practice Distributes Dental Care 

Ninety per cent of the people in the United States need 
dental care, but only 25 per cent receive any (and perhaps 
five per cent of these receive comprehensive and competent 
care) from all the available dental personnel of the country. 
One hundred per cent of the dental manpower is required to 
take care of the above named 25 per cent of the population 
that receives dental service. If we are to achieve dental care on 
a national basis for the whole population, it is obvious that 
dentistry will have to reorganize its method of practice so as to 
make maximum use of the dental manpower available. 

Dentistry is well adapted to group practice. Many of the 
procedures of dentistry are mechanical procedures, which can 
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easily be divided among a group of men. Young dental gradu- 
ates may become progressively expert in each of these mechan- 
ical procedures, and by careful rotation the training of each 
man can be rounded to include every form of operative work. 
The patient will be the beneficiary of increased mechanical efh- 
ciency of each operator. 

No “mechanization” of dentistry is proposed, nor would 
there be any sub-standard dentists in this plan. I definitely 
favor the use of competent graduate dentists in all forms of 
dental work. This does not rule out, however, the use of proper- 
ly trained assistants where they can perform minor services, 
thus saving the operative dentist time and energy. 

This fractionation or division of work when caring for a 
large volume of patients would save time and lower costs 
greatly. 


Group Practice Improves Quality of Care 

Will group practice improve the guality of dental care? In 
the group practice proposed, the work for every patient would 
be done on the basis of the whole mouth, the needs of which 
would be charted, in the first instance, by a competent diag- 
nostic group of men trained in both dentistry and medicine. 
This supervisory group would be responsible for the integra- 
tion of all the work done upon each patient and the work 
would in every case be approved by the supervisory group. 

Moreover, the group practice plan is oriented toward pre- 
ventive dentistry. As children’s dentistry is placed upon a 
sounder base, the nature and requirements of dental practice 
will progressively change. If children’s teeth are well cared for, 


we shall not meet the problems we met, for instance, in the 
present draftees. 


A Successful Experiment 


The Philadelphia Mouth Hygiene Association, experiment- 
ing with group practice in its work with children, has found 
that the average cost of rehabilitating a child’s mouth is $8.98. 
After the rehabilitation, the annual maintenance cost is $2.56 
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per child. The same association has also reached the conclusion 
that by using a method based largely on the plan we propose, 
three per cent of the dental manpower can provide complete 
dental service for ten per cent of the population. Contrast these 
figures with the one stated above: under the present system of 
medical and dental care, 100 per cent of our dental manpower 
suffices to care for only 25 per cent of the population. 

Group practice in dentistry will operate (1) to make den- 
tistry available to much more of the population than now te- 
ceives it; (2) to lower its cost; (3) to improve the quality of 
the work, and to substitute for patchwork dentistry a compre- 
hensive rehabilitation followed by annual maintenance. 

The atom bomb and radar derived from group thinking and 
group practice on the part of scientists. In the same kind of 
approach lies the best hope for solving the urgent problems of 
making high-grade medical and dental care available to the 
whole population at prices the average man can pay. 


Legislation for Good Health | 


By CLAUDE PEPPER 


You will often hear it said by conservative and respectable 
people that you cannot legislate good health. They also say that 
you cannot legislate full employment opportunities, or social 
security, or high standards of living. A century ago they were 
saying it was impossible to legislate literacy, fifty years ago 
that the 8-hour day was unconstitutional. 

Today, as then, progressive people, among whom the many 
socially-minded groups in our Protestant churches stand out, 
believe that such statements are false. They believe that those 
who make them are motivated by a combination of a vested 
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interest in the status quo and a rigidity of mind which stems 
from a complete lack of faith in people. 

I am proud to include myself among those who believe that 
anything that is good is possible in our democracy. I believe 
that all we need to achieve what we desire is the will, the 
faith, and the working-together of which we are capable. There- 
fore, I believe that we can legislate—not exactly good health, 
for a lawmaker can have no control over the ills of the body 
as such—but full and unfettered opportunity for good health 
and medical care for every inhabitant of our land. 


Full Employment and Good Health 

We in Congress who are looking forward do not propose to 
legislate ‘full employment,” as such. We know we could not 
do so. What we can guarantee by law is full opportunity for 
employment, a strengthening and refining of our economic 
system so that everyone who wants to work can find the op- 
portunity to do so, and at high wages. Such an opportunity 
must include provision of opportunities for good health and 
medical care. 

For full employment is impossible as long as so many mil- 
lions of our people do not have good health. It has been esti- 
mated that the average industrial worker loses about 12 days 
of work a year through illness and accidents. This means that 
nearly 2,000,000 men are at all times incapacitated because of 
illness. That is not full employment by any standard! 

Before we can look forward to a fully employed America, 


we must make it possible for everyone to maintain good health, 
and at a cost which everyone can afford. 


Outline of a Legislative Health Program 

The Senate Subcommittee on Wartime Health and Education, 
of which I am the Chairman, has been working for two years 
on the complex and controversial task of preparing a legislative 
health program. We have not yet reached our goal, but we have 
atrived at a point where the major outlines of the problem are 
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clear. We have drafted, or are in the process of studying, the 
laws which will be necessary to solve that problem. 

All I can do within the space at my disposal is to list the 
major areas of the health problem in which legislation is 
needed, and describe what we propose. As you read, I would 
like you to remember that I am not presenting this outline 
simply for your information, If these laws are to pass, the back- 
ing of church groups is essential, for there are many interests 
opposed to parts or all of the program, and those who favor it 
must make their influence felt. 

The major legislative proposals are as follows: 


1. More Hospitals and Health Centers 

One of America’s greatest health needs is more hospitals 
and health centers, and Federal aid with which to obtain them. 
The Hill-Burton bill S. 191, provides this aid, as does Section 
1 of the Wagner-Murray-Dingell Social Security bill. 

According to the U.S. Public Health Service, there is an 
actual deficit in this nation of nearly a quarter of a million hos- 
pital beds, and in addition, facilities housing about 200,000 
more beds are so obsolete that they are dangerous to the life 
and the health of patients. The Hill-Burton bill, which provides 
Federal aid to state, county and municipal governments, and 
to non-governmental non-profit organizations, for the construc- 
tion of new hospitals and health centers and the rehabilitation 
of old ones, will probably be reported by the Senate Committee 
on Education and Labor this fall, and brought to a vote. It is 
particularly important in that it provides Federal aid for the 
construction of rural health centers, so badly needed in nearly 
all farm areas. 


2. More Doctors and Nurses and Better Distribution 
Hospitals, however, are of no value without doctors and 
nurses to operate them. Even before the war our medical per- 
sonnel was very poorly distributed; and by 1944 the situation 
had become so bad that 73 per cent of our counties had less 
than one doctor to 1,500 people—the ratio which the best ex- 
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perts in the field believe to be desirable. A large majority of 
those counties are rural. 

We need more doctors and dentists, more nurses and labor- 
atory technicians. And we need better distribution of what we 
have. Yet the war has brought about exactly the opposite effect. 
The civilian supply of doctors has been reduced about one- 
third by armed forces demands, and more than a fair share of 
these doctors have been taken from rural areas where they are 
needed most. 

The educational amendments to the G. I. Bill of Rights 
which I introduced in the Senate this Spring, S. 1176, provide 
expanded opportunities for veterans who wish to study medi- 
cine or dentistry by giving them scholarship aid for up to seven 
years. But this is not enough. I am considering offering a stu- 
dent loan bill, which would provide long-term, low interest 
loans to any qualified student who wishes a higher education. 
Under this proposal, everyone, regardless of race, sex, creed, 
of economic status, would be able to obtain the training he 
needs, and thus add to our badly depleted supply of physicians, 
dentists, and technical and research personnel. 


3. Grants-In-Aid to Communities Needing Doctors 

Polls have shown that most of the doctors in the armed forces 
plan, when released, to take up private practice in urban areas, 
which already have a relatively good supply of medical and 
dental personnel. The reason the physicians plan to locate in 
the cities is, of course, because the level of income among urban 
peoples is high enough to give the doctors themselves adequate 
returns for their work. This is not true in most rural areas. 
Therefore, I favor a system of grants-in-aid to enable needy 
communities to guarantee “base” salaries to physicians, in re- 
turn for which the physicians would be expected to perform 
certain public health functions on a part-time basis. These func- 
tions would include school health work, operation of maternity 
and child health clinics, X-ray laboratory operation, tuberculosis 
and venereal disease prevention and treatment, public health 


SOCIAL ACTION 33 


education, and similar undertakings. Under the Wagner-Mur- 
ray-Dingell Bill, grants of this type would be possible. 
4. Greater Public Health Facilities 

The states also need Federal aid to establish more compre- 
hensive and effective public health facilities within their bor- 
ders. It is a shocking fact that 40 per cent of our nation’s coun- 
ties do not have a full-time public health officer. Equally shock- 
ing is the antiquated and obsolete condition of the buildings 
and equipment which most of the public health agencies use, 
and the small amounts of money they have to spend on the 
necessities of public health care. We cannot expect to main- 
tain good health in America as long as we permit our preventive 
and educational health work to suffer because of insufficient 
funds. 

Section 4 of the Wagner-Murray-Dingell Bill provides the 
type of Federal aid program which is required to fill these 
needs. 


5. Good Water and Sewage Systems for Farm and City 
The Surgeon-General of the Public Health Service has esti- 
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A community nurse, Lucy Akin, makes a home visit to one of the farm 
families in the Louisiana Transylvanian Project. 
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mated that 30,000,000 people in America lack one or more of 
the following: satisfactory water supplies, pure milk, adequate 
sewerage facilities, or sanitary privies. Senator Barkley’s water 
pollution control bill, S. 1037, provides funds for control of in- 
dustrial and sewerage pollution of streams and lakes, and is 
definitely an essential part of the public health legislative pro- 
gram. Increased appropriations to the Public Health Service, 
without further legislative action, would enable it to expand 
its activities in many other fields of public sanitation. 

I believe that a system of low-interest capital loans to states 
is also advisable, the proceeds to be used for the construction 
of self-liquidating projects such as water and sewer systems. 
Finally, the Wagner-Murray-Dingell Bill provides methods 
whereby money can be made available for public health educa- 
tional work on farms, through which farmers can learn how 
to install the necessary sanitary facilities themselves. 

6. Adequate Maternity and Child Care for All 

Adequate maternity and child health care is not yet available 
to everyone. At least half of the 113,000 babies and 7,000 
mothers who every year die in childbirth could be saved if the 
standards of maternity care in states with the lowest death 
rates in these categories could be extended to cover all states. 
On behalf of myself and nine other Senators, I introduced a 
bill last August, S. 1318, which provides grants of Federal aid 
to the states for more adequate maternity care, pre-natal and 
well-baby clinics, and school health and crippled children’s pro- 
grams. The bill, which would be administered by the Children’s 
Bureau of the Department of Labor, offers a feasible way of 
reducing the economic, social and spiritual losses to the people 
of America caused by inadequate maternity and child health 
care. Hearings on this bill are to be held this Fall. The support 
of every progressive person will be urgently needed at that time. 
7. Increased Dental Care 
_ Another part of what is essentially a public health problem 
is dentistry. Our committee recently held the first exhaustive 
hearings on the problems of dentistry which have ever taken 
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place in Congress. The facts which we uncovered are startling. 

With few exceptions, the dentists appearing before us stated 
that it would be impossible for the profession to rehabilitate 
the teeth of all American adults. There simply are not enough 
dentists to. go around. Today not more than 25 per cent of our 
people réceive adequate dental care; and the results of this neg- 
lect are well illustrated by the findings of Selective Service 
and the United States Army. On an average, every soldier in 
the army,had to have seven fillings and two extractions before 
his mouth was in acceptable condition. The population as a 
whole has at least as great a dental-care deficiency. 

Despite these enormous needs for dentistry, there has been 
an actual net decrease in the supply of American dentists in the 
past 15 years. In 1930 there was one dentist to every 1,729 
people; in 1940 there was one to every 1,865 people. During 
the war dental school classes have been reduced by more than 
50 per cent. Therefore, the situation will become even worse 
as the years pass, if nothing is done. 

Two bills have been offered to improve this situation. The 
“first, Senator Murray’s S. 190, establishes a Dental Research 
Institute in the U.S. Public Health Service, and provides funds 
for research into the causes of tooth decay and other diseases 
of the mouth. Practically no concentrated research on tooth 
decay has ever been done, and its causes and means of preven- 
tion are unknown. They must be discovered. 

The second dental bill, S. 1099, which was introduced by 
Senator Aiken and myself, will provide Federal aid to states 
for expanding their dental health programs. It will also offer 
aid in training more dental technicians and nurses, for we are 
as short of these types of experts as we are of dentists. It is the 
purpose of this bill to make sure that every child in America 
will receive all the dental care he needs, and at the same time 
to help adults avoid the worst consequences of dental neglect. 

The shortage of dentists itself would be partially corrected 
under the terms of the legislation previously outlined in the 


second item. 
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8. Meeting the Worst Emergency: Mental Ill Health 

One of the least understood and at the same time most dan- 
gerous aspects of the national health problem is that of mental 
disease. In 1941, more beds in American institutions were de- 
voted to the mentally ill than to all other types of disease com- 
bined, including tuberculosis. So serious has the situation be- 
come that today many people with mental conditions which 
ordinarily would subject them to hospitalization are at large 
in our population. We lack the hospital space and the personnel 
to care for them. Hospital beds would be provided under the 
terms of the Hill-Burton bill previously discussed, but we can- 
not solve the shortage of psychiatric personnel so easily. 

There are in America today only 3,200 trained psychiatrists, 
including those in the armed forces. The most conservative esti- 
mates indicate that we need at least 20,000. Despite a need 
for more than 1,200 mental hygiene clinics, we have today less 
than 100. The need for so great an increase in psychiatric per- 
sonnel and facilities has arisen because of the fact that the 
medical profession has only recently become aware of the im- 
portance of mental hygiene and psychiatry in the life of ordi-* 
nary Americans. 

It is not only those who have actual mental diseases who 
need attention. A much larger group of people are not sick 
enough for hospitalization, but do have serious maladjustments, 
neuroses, anxieties, personality difficulties, which require 
trained care. Veterans of World War II will account for a great 
many of the individuals in this group. 

This is a problem the seriousness of which we will only re- 
alize as time passes. It is one of the unfortunate characteristics 
of untreated mental ill health that it is often of a progressively 
deteriorating nature. What may seem today like a problem not 
deserving much public attention may tomorrow become the 
most serious medical emergency we face. 

To cope with this situation, I have introduced, for myself 
and six other senators, a bill to establish a National Neuro- 
psychiatric Institute within the Public Health Service, and to 
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provide Federal aid for diagnosis and treatment of mental dis- 
ease. This bill, S. 1160, is identical with one offered in the 
House by Representative Priest, and on that bill hearings have 
already been held. Many organizations testified in favor of it, 
and none opposed its basic principles. 

The bill is, I feel, an essential piece of legislation in a field 
of medicine of which most of us know nothing. One of its func- 
tions will be to educate us all on the problems of mental 

hygiene: and for that reason, if for no other, it is basic in the 
natonal health program. 

9. Health Needs of Veterans 

The special health needs of veterans constitute a complete 
and sepaarte subject by itself, especially since we have chosen 
to separate the veteran from the rest of the population as far 
as treatment for service-incurred disabilities goes. These needs 
were outlined in detail in a report which I submitted to the 
Education and Labor Committee of the Senate early this year. 
10. Extended Medical Research 

The programs previously outlined involve attacks upon im- 
mediate problems of health and medicine. But they do not get 
at the causes of ill health. In addition to attacking the symp- 
toms, we must also attack the causes of those symptoms. This 1s 
a research problem. 

During the war we have learned how limitless are our na- 
tional capabilities in research. It is, however, a sad commentary 
on our civilization that we should be willing to spend two 
billion dollars on the atomic bomb during the war, and a 
quarter of a billion each peacetime year on industrial “product” 
research, but only a few scattered millions on medical research. 
It is true that during the war our expenditures for medical re- 
seatch skyrocketed, with the outstanding results which we all 
know. Penicillin, DDT, the use of blood and blood products 
in-reducing mortality from shock, and many other new discov- 
eries, all are the result of our wartime expansion of medical re- 
search budgets. This expansion must continue into the peace. 

The Kilgore-Pepper-Johnson bill, previously mentioned, is 
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already before Congress. Its number is S. 1297. It provides 
government aid for research in all fields, and specifies that no 
less than 20 per cent of the funds appropriated must be allo- 
cated to medical research. The bill is primarily designed to pro- 
vide financial aid to existing non-profit institutions, public and 
ptivate. Appropriations are to be sufficiently large to enable 
medical experts to engage in long-term, basic research into the ~ 
causes of disease and death. Without such research, we will 
continue only to scratch the surface of the problem. We will 
not be able to get to its core. The National Science Foundation 
Bill is obviously one of the top-priority pieces of legislation in 
the total health program. 

11. Adequate Care Regardless of Economic Status 

But there is one other legislative need which is yet more 
basic. It touches on the single most important cause of ill health 
and sickness. It is a cause which cannot be eliminated by re- 
search, for we already know it and know its cure. It is a cause 
which cannot be dealt with by the medical profession alone, 
no matter how hard it may try. I refer to poverty. 

Many suggestions have been made for eliminating the eco- 
nomic factor as a deterrent from the use of medical facilities 
by the people. Some of them have already been tried and found 
wanting. Among them are the various hospitalization plans, 
and some special prepayment medical care plans which limit 
coverage to a selected group of members. No sure method has 
yet been discovered whereby health and medical care can be 
made freely available to all people, regardless of their eco- 
nomic status. 

Some way must be found. Good health must no longer be a 
privilege only of those who can afford to buy it. It is an inalien- 
able right of all Americans. Whether the compulsory insurance 
method advocated in the Wagner-Murray-Dingell bill is the 
answer, or some combination of voluntary prepayment with 
special aid from tax funds for the medically needy, or a method 
as yet not worked out, we do not know at the moment. I for one 
feel that if voluntary methods cannot be made to work, we 
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shall have to adopt the social security approach: a universal con- 
tributory system which will assure the best in medical care to 
all at a cost which would be but a small prepaid percentage 
of income. 


Pressure Must Be Exerted 

S. 1050, the Wagner-Murray-Dingell bill, deserves the most 
careful study by every reader of Social Action. The reactionary 
elements in America have been attacking it as an attempt to 
socialize our nation. But anyone who reads it will be forced to 
disagree with that categorical accusation. 

We live in an age of conflicting pressures, and the strongest 
pressure usually wins. We know that the pressures against 
many of these bills are going to be tremendous. This is all the 
more reason why we who have the people’s interests truly at 
heart, we who acknowledge the suzerainity of Him who was 
known as the Healer, should put every effort at our disposal 
behind the all-important task of bringing good health and 
good medical care to all the people. 
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“Any Man’s Heath 


[liminishes Me” 


* 


By ALFRED W. SWAN 


"Any man's death diminishes me, because | am involved 
in Mankinde,'' said John Donne, and thereby reflected the 
solidarity of our life. 

Physical health is not a purely individual matter. We live 
by families, and our sympathies are touched and our fortunes 
affected by the health of those-we love and live with. We 
live by communities where hygiene and sanitation: involve 
matters of contagion, and disease must not be permitted 
to jeopardize the many. We live by economies, where low 
financial incomes mean low health standards, and where 
general economig health means general physical health. 

Tuberculosis is not a problem of individual health alone; 
it involves housing conditions-and open space and sunlight. 
That one patient the Master was not able to heal until the 
roof had been torn off the house, suggests that the health 
problem will not be solved till slums are torn down and 
sunlight admitted. That the patient would not even have 
gotten to the Master had not four neighbors brought him, 
intimates that community concern is necessary to the health 
of the social body. 

We have passed from the view that health is a purely 
physical matter to the realization that it is often a psycho- 
logical one. We need now to move from the position that 
it is purely a personal matter to the insight that it is often 
a social one. This will involve modifications in the pattern 
of our medical-services, and in our concept of the relation 
between health and society. 


